I. INTRODUCTION
THE WORLD HEALTH Organization (WHO) has been central to the development of the Healthy Cities concept and to its promotion both in the North and the South. Most of the case studies mentioned in this review received advice from WHO, while virtually all draw on WHO documents; but many other individuals, institutions and networks helped to develop the basic concepts and have been or are applying them in many different contexts -with the principles on which Healthy Cities is based also coming to influence other initiatives. This is why reference is often made to a Healthy Cities "movement" rather than a Healthy Cities "programme".
At its core, the Healthy Cities movement is about the connection between urban living conditions and health. The central ideas behind the movement are:
• that cities provide a good setting in which to develop action strategies to promote health and are centres for human action; and • that the city has an unmatched potential for producing healthy human beings when attention is paid to the values of those living within the city.
The definition of "health" and of the most appropriate means of ensuring good health within an urban context has been debated since the nineteenth century when many European and North American cities witnessed rapid growth, usually underpinned by industrialization. This debate was spurred by the very serious health problems linked to this rapid urbanization, since it was accompanied by inadequate provision for water supplies, sanitation, the collection of waste, pollution control and housing. These debates continued, as increasing numbers of countries in Latin America, Asia and Africa also experienced rapid urban growth, but usually without the political commitment and institutional structure to address their health consequences.
Throughout the latter half of this century, many ideas and initiatives contributed to the concepts that came to underpin Healthy Cit-Guide to the Literature ies projects. The concept of "health" within this is based on the definition of health endorsed at the founding of the World Health Organization in 1948 which designated health as "...a state of complete physical, social and mental well-being not merely the absence of disease or infirmity." In 1977, nearly three decades after the endorsement of this definition, WHO established the Health for All by the Year 2000 Strategy. This was promoted at the international conference at Alma Ata in 1978 (WHO 1978 -with the Alma Ata Declaration promoting health for all, endorsing primary health care and suggesting that action on health must include a strong focus on the prevention of disease and injury as well as adequate provision for water and sanitation. Thus, it emphasized the importance of non-medical interventions for good health. This recognition was also seen in other international initiatives. A stronger commitment by governments and some international agencies to water and sanitation emerged from Habitat, the first UN Conference on Human Settlements held in Vancouver in 1976, and this eventually led to the UN General Assembly designating the 1980s as the International Drinking Water Supply and Sanitation Decade.
This commitment to health as "well-being", something more than an absence of disease, and to ensuring that living environments and the basic services they should include help prevent disease were important elements contributing to the Healthy Cities concept. Another was an explicit recognition of the scale and nature of health problems in urban areas. Throughout the 1970s, international agencies had tended to concentrate on poverty in rural areas and the health problems associated with it. Some even saw "primary health care" as something that should focus only on rural areas. In 1983, a joint meeting of WHO and the UN Children's Fund (UNICEF) on Primary Health Care in Urban Areas agreed that both organizations should undertake the preparation of a state of the art report on the subject of urban health with a special emphasis on countries in the South, on "slums and shanty towns", and on low-income, deprived and at risk populations. Both WHO and UNICEF faced difficulties in taking on a more explicit urban role as many of their staff and most other international agencies still considered urban dwellers to be privileged in their access to health care and to other basic services. UNICEF had supported innovative urban basic service programmes in various countries during the 1970s and early 1980s but most UNICEF staff, especially at its headquarters in New York, were reluctant for UNICEF to expand its urban work (see Mitlin and Satterthwaite, 1992 and Black, 1996) . The increased interest within WHO in urban health issues can be seen in the formation of the RUD programme in the early 1980s and its various publications and technical discussions which focused on key aspects of urban health problems. However, its name, the Programme on Environmental Health in Rural and Urban Development and Housing, showed how it was still not possible for WHO to have a programme that focused explicitly on urban health.
Another key underpinning of the Healthy Cities concept was the recognition in cities in Europe and North America that conventional public health approaches which focused on the prevention or treatment of diseases were not adequately addressing new health risks (including violence and motor vehicle accidents) and key underlying causes (including poverty). It was mostly in Europe and North America that city authorities first developed Healthy Cities programmes. In 1985, the Ottawa Charter, resulting from the International Conference on Health Promotion in Ottawa (Canada) emphasized that policy decisions in sectors other than health must make key contributions to health. Policies within this charter outline parameters for individuals and community health behaviour decisions as well as ways to create supportive environments for health in economic and social sectors.
As a public health approach, the concept builds upon the work of Professor T. McKeown, former professor of social medicine at Birmingham University, who found that the major factor in improving health in the United Kingdom and elsewhere in the nineteenth and twentieth centuries was not advanced medical care and technology but social, environmental and economic changes, the limitation of family size, an increase in food supplies, a healthier physi-cal environment, and specific preventive and therapeutic measures (see, for instance, McKeown, 1979) . More recently, the writings and conference presentations of Leonard J. Duhl and Trevor Hancock were important in developing the Healthy Cities concept (see, for instance, Duhl, 1986 , and Hancock, 1990 .
According to the concept of Healthy Cities, health policy must be seen as a set of processes which raises awareness, mobilizes community participation and develop the roles of local government in public health to encourage the implementation of the WHO Health for All policy at the city level. The Healthy Cities programme views health as the activities which make up the lives of individuals, households, communities and cities. People must now be gauged as being healthy based on the holistic conditions of their everyday lives.
The concept of the "healthy city" has moved well beyond the administrative level and supports two aspects of governance at the local level: technical aspects which involve local level resources mobilization, plan formulation, technology application and resource allocation; and representational aspects which include greater participation by groups outside government, and increased transparency and accountability in the workings of local authorities (WHO, 1996a) . The literature reviewed will therefore reflect these major aims within the varied urban contexts of cities from both the North and South. The guide concludes with a consideration of existing literature that seeks to evaluate Healthy Cities programmes, which constitutes some of the newest literature on Healthy Cities, and details of some sites on the worldwide web from which more information on Healthy Cities is available.
Literature presented in this guide falls under the following general headings: Guide (WHO, 1995) is a clear step-by-step approach to implementing Healthy Cities projects in lowincome countries and is designed for both prospective project coordinators and/or volunteers working on the implementation of a Healthy Cities project. The practitioner's guide also presents an overview of the framework for WHO's Healthy Cities programmes, expected outputs of the programmes and evaluation methods. The manual includes considerations for project implementation such as developing a local task force, building public support, gaining the approval of the municipal government and preparing a municipal health plan. In addition, the guide provides an outline of the "settings" approach which emphasizes the need for authorities and NGOs to look beyond damaging health hazards and risk factors to the "settings" where health is maintained, promoted and created -for instance through a particular focus on "healthy schools".
There is also a recent book by Joseph Aicher entitled Designing Healthy Cities: Prescriptions, Principles and Practice (1998) which will be of particular value to local authorities concerned with operationalizing the Healthy Cities approach. This seeks "...to clarify the many complex interrelationships between the natural environment, the built environment and human health" (page xiv). It discusses all the different physical, biological, chemical, socio-economic and psychological factors which influence health (for good or ill) and includes many prescriptions and implications for the planning and design of healthier communities.
a. National and Local Policies
The second UN Conference on Human Settlements (Habitat II) in Istanbul in 1996 brought to light the choice the world now has to make regarding its deteriorating urban environments. One of the main concerns of the conference was whether cities will become increasingly unhealthy, wracked by problems of inadequate health care, inadequate sanitation and increased violent crime, or come to fit the Healthy Cities model in which people are given adequate health care, united by an integrated community coalition and based on a holistic, multi-sectoral approach. The Habitat II conference was unique among a series of global conferences organized by the United Nations during the 1970s, 1980s and 1990s in that it involved local governments from the outset, and many of its recommendations were aimed either at these authorities or at what higher levels of government should do to support local initiatives. Unlike the first UN Habitat Conference on Human Settlements in 1976, which focused mainly on the roles and responsibilities of national government, the Habitat II conference emphasized the key role of urban governments and of partnerships between such governments, citizen groups, NGOs and private enterprises. The recommendations for higher levels of government were oriented more towards ensuring that they supported the initiatives and efforts of those working in cities. The Habitat Agenda, the recommendations that governments endorsed at Habitat II, also recognized that addressing health problems in cities needed the combined efforts of community organizations, NGOs and local authorities, and not only medical professionals. ( Agenda 21 and Healthy Cities, exploring the challenges underpinning these movements and describing the similarities between them. Alhough some might argue that Agenda 21 focuses solely on the environment, at the Agenda's core is a concern for human health and well-being. This document explores how the work on health challenges developed within Healthy Cities projects can support the fulfilment of the health recommendations found in Agenda 21.
Though much can be accomplished at the local level, there is a limit to local actions. One of the key issues within the Healthy Cities programme is the role of national programmes in supporting more local level projects. Policies are needed to promote and protect public health on a wide-ranging scale at different levels. According to the Liverpool Declaration of 1988, Healthy Cities projects will require action at the national and international levels as well as the local. In some countries it has been helpful to establish national Healthy Cities commissions or networks, or regional networks (as in the network of healthy municipalities in the department of Leon in Nicaragua described in the paper by Montiel and Barten in this issue). It is generally agreed that a clear commitment to local government policies which reduce the exclusion of low-income groups or other excluded groups will help promote local efforts. National health systems and the concurrent development of local expertise which allows communities to address the pressing health issues which directly affect them will promote the optimum development of local health care. One example of this comes from Zambia, where an extensive review of the health sector emphasizes the important role of local districts -see the paper by Mathilda Ruwe and Mubuiana Mawan (1996) .
The Healthy Municipios projects started in Latin America provide another good example of the ways in which the concept of the "healthy city" has moved from the international and national levels to more local agendas within countries. Within the Latin American context, however, the definition of the healthy city requires an indigenous dimension. Urban health is currently a major priority in Latin America, in part due to the fact that nearly three-quarters of the region's population now live in urban areas -and the region includes several of the world's largest cities. "The PAHO/WHO experience: healthy municipalities in Latin America" by the Pan American Health Organization (in Price and Tsouros, 1996) provides a good introduction to some of the initiatives begun by Healthy Municipios in Latin America. It summarizes what has been learned to date from some of the activities that the PAHO/ WHO division of Health Promotion and Protection have promoted in Latin America.
One Healthy Municipios paper worth noting is Alfredo Brito's paper on the Healthy Cities programme implemented in Cienfuegos, Cuba (Brito, 1996) . The city of Cienfuegos was the first municipality in Latin America to adopt the Healthy Municipios Strategy. Alhough similar to the Healthy Cities projects implemented in the North, the Global Project of Cienfuegos better represents the region's political and administrative structures and takes into account current processes of delegating authority to the municipalities. In his paper, Brito argues Guide to the Literature that existing health promotion and public health programmes should be integrated and enriched in Healthy Cities projects. Comprehensive health development approaches must include "healthy villages", health-promoting schools, workplaces and hospitals. Leonard Duhl's article "Conditions for healthy cities; diversity, game boards and social entrepreneurs" (Duhl, 1993 ) provides a specific look at the important role of the social entrepreneurs within local urban health promotion efforts. Duhl describes how an inability to develop systems of governance which respond to the multiplicity and complexity of the urban environment explains why city authorities have been so ineffectual at addressing urban problems. He proposes new ways of understanding cities, and the role of the social entrepreneurs in moving towards more healthy cities. This paper highlights various techniques for collaborative solutions emerging in different areas of the urban environment such as Seattle's' city programme Kid's Place; the food policy for Knoxville, Tennessee; community boards; and programmes of conflict and resolution. Duhl argues that the healthy city must be one that is at once "multi-dimensional, multi-age, multi-cultural, multidirected and coherent" (Duhl, 1993) . He argues in favour of what he calls a "common game board" upon which communities and people may work out their differences, and suggests that Healthy Cities projects should seek to develop this game board. According to Duhl, in order to further the Healthy Cities concept, we must collect skills that bring diverse, heterogeneous people and populations together. The healthy city must be one which permits constant negotiation and modification of solutions to any given problem.
Duhl's stress on social entrepreneurship is echoed in various works that show the importance of individual or community initiatives in combatting health problems, including poor economic situations and malnutrition in cities in Africa, Asia and Latin America. There is also a recognition that lowincome groups' health problems need to be addressed by increasing their possibilities of income-earning. Jo Boyden's Children of The Cities (1991) presents a case study on mothers in Port-au-Prince, Haiti. Here, it was found that despite supplementary feeding and other programmes, the city government was unable to reduce the infant mortality rate among severely malnourished children. Le complexe médico-social de la cité Simone group decided to target local mothers and children by providing them with vocational and other forms of training and helping them to set up small-scale, local enterprises. Concurrently, children were given national nutrition rehabilitation. Operation Friendship, which works in Kingston, Jamaica to help cover the costs of health services, found that single teenage mothers in Port-au-Prince were more likely than other groups of women to have low birth weight or malnourished babies. In an effort to help these mothers, Operation Friendship established the Women's Training Institute where women could finish their formal education and receive vocational training, after which mothers were helped to find employment or to become self-employed.
b. International Networks
WHO originally supported Healthy Cities programmes in Europe and North Americafor instance, creating the European Healthy Cities Network -with the intention that these would serve as a model of "good practice" health promotion for other cities. These networks, first developed amongst participating cities in the North, gradually began to form networks with cities in the South. WHO promotes networking between Healthy Cities projects, both within a common region and between regions or continents. This supports the exchange of technical knowledge and a mobilization of resources and also provides a basis for comparing achievements in addressing health and environmental problems (WHO, 1995) .
Today, the value of the Healthy Cities programme is reflected in the growth of the global cities network, which currently links more than 650 cities drawn from the North and the South (WHO, 1996b). In the paper "Networking for Action on Sustainability and Health", Tsouros and Agis (1996) emphasize the need to expand linkages and exchange experience and information between the North and South, recognizing the process as a two-way exchange. Tsouros and Price
Guide to the Literature (1996) note that North-South links provide a vehicle for extending mutual understanding of global problems as well as for joint action on sustainable development initiatives. The paper highlights the fact that if health, well-being, and quality of life and human development are to be improved in cities throughout the world, cities in the North must assist cities in the South but also learn from them how to reduce their adverse global impacts on health and sustainability.
WHO's technical discussions background document Technical Discussions on Strategies for Health for All in the Face of Rapid Urbanization (1991) provides an update on Healthy Cities activities as well as the networks and coalitions which have been established within cities, between cities and between sectors. This paper presents an overview of the concept of networking as well as an outline of the following four main elements for city networking:
• the establishment of formal inter-sectoral structures for the project; • collaboration with a wide range of nonhealth partners on specific programmes or activities; • the involvement of community organizations and individual community members; and • the involvement of the media.
Currently, the growth of the Healthy Cities movement is reflected in a variety of international networks linking cities. The need for new models to resolve health problems within cities recently led to the formation of a new network programme which involves institutes in both the North and South, including the Nijmegen Institute of International Health. A paper on "Health in a City Environment" by Françoise Barten (Barten, 1994) describes the new Health and Environment in Cities programme (HEC) which is a continuous working platform where partners from the North and South collaborate on various projects. The broad aim of the programme is to achieve equity in health and emphasize the importance of locally defined solutions and social participation. Projects in this new networking programme include environmental and occupational health hazards of small-scale industries (Dar-es-Salaam, Tanzania); living and working conditions of scavengers (Jakarta, Indonesia); designing women friendly health care (Managua, Nicaragua); determinants of violence (Kingston, Jamaica); and urban health management. HEC includes member institutes from India, the Netherlands, Switzerland and the United Kingdom.
Two notable Healthy Cities networks have been built up in Francophone Africa. The subSahelian African network (created with Canadian assistance) includes eight cities in six different countries, and the Maghreb network (created through Tunisian initiatives) includes 20 cities located in Algeria, Morocco and Tunisia. The city of Rufisque, Senegal has developed a successful Healthy Cities project with the help of its twin city, Nantes in France. The two main components of the action plan in Rufisque are environmental improvements and the rehabilitation of hospitals. The Maghreb network has been able to develop projects throughout Tunisia and North-West Africa including Algeria, Libya and Morocco. The first Maghreb symposium on Healthy Cities, held in 1990, brought together representatives from four neighbouring countries who agreed to establish a network. Since 1990, the network has steadily grown and now, in each country, there is involvement by the ministries of the interior, housing, environment and land-use planning, social affairs, youth and children, education and the ministry of science. Within Tunisia alone, there is a network of neighbourhood committees which contribute to local development and support municipal activities. Today, there are over 5,000 neighbourhood committees in Tunisia with a membership of 35,000 (Giroult, 1996) .
In 1997, the European Commission began funding a concerted action project designed to address issues related to health and human settlements in Latin America. This project, coordinated by South Bank University in London, has eight partner institutions and aims to address international, national and local agencies' concerns with the burden of ill-health found among low-income urban populations in Latin America and South Africa. It is hoped that joint network actions such as this one will increase support for urban health in strategic interna-Guide to the Literature tional public health planning, increase the understanding of urban health in Latin America and South Africa, and increase training opportunities in urban health in Latin America. A workshop in São Paulo "Health and Human Settlements in Latin America" brought together the partners, and a report of this meeting is available, which includes summaries of all major papers brought to the workshop (South Bank University, 1998) . Although the workshop focused primarily on urban health research, it reveals the complexities surrounding urban health and the interests of partners involved in the Latin America/South Africa concerted action plan.
c. Seeking Inter-sectoral Actions
By 1991, WHO required that member cities of the European Healthy Cities programme establish two types of inter-sectoral committee. The first was a political committee consisting of leaders such as politicians, business leaders, labour representatives, agency heads from key sectors, and leaders from NGOs, resident organizations, churches, etc. This committee's task was to provide overall direction and policy orientation for the project expressed in the health plan. The second was a technical intersectoral committee which would involve leading professionals within and outside the city government who have the necessary expertise and command the necessary resources to provide advice to the steering committee and implement policy directions set by committees.
The World Assembly, the Ottawa Charter and recommendations from the second international conference on health promotion held in Adelaide all recognized the necessity to promote inter-sectoral health plans within cities. There is still a lack of knowledge as to how to actually implement such health plans within cities. A document on the "Healthy Cities Fifth Annual Symposium (WHO, 1991b) and a second "Making Partners: Inter-sectoral Action for Health" edited by A.R. Taket (1988) emphasize the need for inter-sectorality within Healthy Cities projects. The papers from this 1988 volume provide documentation of early support for inter-sectoral action within cities. In her concluding remarks, Taket notes the importance of formulating strategies for action which are not the privilege of the central government but which take place at all levels from the national to the local when considering inter-sectoral action. To support inter-sectoral action, the health sector, according to Taket, must win allies and motivate people and groups through methods such as the identification of common goals as well as preparation for compromise, negotiation and working together on equal ground. Two of the most important components of inter-sectoral action, she concludes, are flexibility and communication.
In many cities, it has been noted that the medical care services by themselves lack the capacity, resources, and political mechanisms to fulfill comprehensive programmes for the promotion of healthy living for all. In his paper on the Global Project of Cienfuegos (GPC), Brito (1996) examines a plan based on inter-sectoral intervention established in the early 1990s. This plan developed in response to the limited ability of the medical sector to meet the city's health needs. It involved collaboration and communication between sectors, institutions, groups and persons who design public policy. The creation in 1990-1991 of multi-interdisciplinary groups and mainly inter-sectoral groups enabled many people in Cienfuegos to work together on specific strategies in special target areas. By 1992, Cienfuegos had developed "specific projects" which utilized the multi-sectoral approach involving specific protocols for each project with project leaders, participants, institutions, goals, plans of action, educational plans and evaluation. Each specific project responds to the main strategies of the whole Cienfuegos initiative through multi-sectoral interventions such as education, social communication, environment, food and nutrition, physical exercise and medical guidelines.
The Urban Technical Task Force in Lusaka, Zambia provides another example of intersectoral planning. This is described in Urban Health In Africa (Atkinson and Merkle, 1993) along with case studies from Sokode, Togo and Dar-es-Salaam, Tanzania. Though many problems have yet to be solved, Lusaka's approach, which involves the district health management team, water and Guide to the Literature sewerage company, Ministry of Health, University of Lusaka Department of Community Medicine, Care International and additional members from other ministries, is an example of a programme seeking to use intersectoral action to improve primary health care, synthesize an urban health master plan and make inter-sectoral technical information relevant to urban health development. Trevor Hancock's "Planning and Creating Healthy and Sustainable Cities: The Challenge for the 21st Century" (Hancock, 1996a) addresses the meaning of inter-sectoral sustainability, and views health as the result of combined actions of the health care sector and society as a whole. Hancock presents a model linking together the themes of community, environment and economy in order to address the challenges of creating equitable, sustainable and liveable cities. Policy implications behind this holistic approach are explored including a brief discussion of potential conflicts. Hancock suggests that to create healthy cities by working inter-sectorally to develop public health policies, it is necessary to develop a holistic approach to both government and governance. Issues can no longer be dealt with as if they were discrete and independent. Instead, the holistic model enforces the realization that everything within a community, whether it be urban or rural, is connected. Unfortunately, the problem with most local and national governments, especially in the South, is that they are not structured for a holistic, multi-sectoral approach. To adopt the holistic approach to urban governance, and beyond this to urban health policy, requires new skills, processes, styles and structure. Box 1 presents an example of a Healthy Cities initiative to promote healthy and safe workplaces, to show how effective action required the involvement and collaboration of many sectors.
Box 1: Inter-sectoral Action in the Workplace in Bangkok, Thailand
In 1994, the Bangkok Metropolitan Administration identified three major districts within Bangkok in which to start Healthy Cities projects. Two of the key objectives of these projects were to mobilize participation and networks between government and the private sector and to improve health through improved living conditions in settings such as the house, workplace, schools and food outlets.
The inter-sectoral actions being taken by the Bangkok Healthy Cities projects are most clearly illustrated by one of the activities of the "Healthy and Safe Workplace" programme. This programme operates on two levels. The first focuses on traditional occupational health services and emphasizes factory-level work by health inspectors. The second level is the newer challenge of small-scale cottage industries, which may be best implemented by local government with national government support. The programme is meant to address the following:
• the education of workers (for instance making them aware of risks using nontechnical language); • support and training of NGOs that can undertake worker education in smallscale industries; • worker participation and representation in industry trade associations; • mass media role in education; • health services for workers; • attention to the needs of women workers and a support role for women's associations; • establishing channels of communication between industry decision makers, workers and authorities responsible for environmental protection; • proper management of solid and liquid wastes; and
Guide to the Literature d. Preventive Programmes
Throughout the twentieth century, there has been a strong emphasis on curative health treatment rather than on the promotion of good health. In the South, this approach has sometimes been adopted at the expense of environmental services such as good water supplies, sanitation, housing and immunization against infectious and epidemic diseases. In her book Children of the Cities (1991), Jo Boyden highlights the tendency of the general public to believe that, in order to improve health, even more dramatic advances in medical science and specialist interventions to cure major health problems are necessary. She also suggests that historical evidence shows medical science moving in the wrong direction.
Alhough there has been a gradual shift away from a focus only on curative services towards primary health care, Boyden argues that it cannot be entirely successful until planners and policy makers have a clearer picture of the health problems that exist. Boyden proposes that a more careful recording and analysis of statistics by settlement, district, class, age and sex are needed so that those at risk can be reached effectively (Boyden, 1991) Over the past several decades, both WHO and UNICEF have wanted to move health care in the direction of low-cost logistic support for primary health care at national and community levels. UNICEF now supports urban primary health care programmes in over 43 countries. In 1985, it brought together members of both government and non-government programmes from over 30 countries for an international workshop on
• care in urban planning for the siting of industries with a view to reducing pollution and environmental damage.
This wide range of issues to be addressed by the programme reveals that, to simply meet the objective of health and safety in the workplace, a variety of sectors must inevitably be involved which, ultimately, takes the objective outside the Bangkok Metropolitan Administration's health department.
Harpham, Trudy and Edmundo , "The idea of healthy cities and its application" in Cedric Pugh (editor) (1996) , Sustainability, The Environment and Urbanization, Earthscan, London.
community health care and the urban poor which aimed to address problems such as the coverage and scale of health care (the book by Harpham, Lusty and Vaughan, 1988 was based on the papers presented there).
In Nigeria, one way in which the problem of health care is being addressed is through the establishment of the Association for Reproductive and Family Health (ARFH) which includes prevention oriented programmes specifically aimed at reproductive and family health (Ladipo and Laniyaan, 1994) . The target groups are the rural populations and urban poor of the country, reached through the primary health care strategy known as "community based distribution" which seeks to ensure community participation in all its stages. Implemented in an urban setting, this programme seeks to encourage local creativity and innovations in preventative care -for instance, it sought to test the use of market traders as agents for promoting health maintenance and family planning in city market places.
IV. HEALTHY CITIES PROJECT INITIATIVES IN THE NORTH
MOST LITERATURE ON Healthy Cities comes from projects implemented in the North. The European network which developed the first Healthy Cities projects has had the longest in which to become organized and present literature on both its achievements and future goals. Although the international community must now focus on the development of Healthy Cities projects in the South, it is also important to reflect of violence in California has demanded the attention and resources of municipal leaders throughout the state, as community residents have great concerns about their safety. In recent years, escalating incidents of violence have increasingly involved young people. Today, nine of California's 23 participating cities have issues of violence on their Healthy Cities agendas. The four main efforts which constitute the work against urban violence are: a neighbourhood focus; community-wide initiatives involving youth; school based efforts; and getting at underlying causes. "Reducing Urban Violence" (Twiss, 1996) discusses actions against violence taking place in eight of the Californian cities now implementing anti-violence campaigns in their Healthy Cities projects. In Berkeley, for example, there has been significant success as a result of the transformation of Telegraph Avenue, an area characterized by above-average assault rates, and drug related and other violent crime. In August 1993, Berkeley launched a programme which united city residents, merchants, students, property owners, churches, the university and many others. Activities were organized including a monthly "Cops and Shops" forum to promote safety and maintain communication with Telegraph Avenue merchants. Community meetings developed common standards on alcohol sales, treatment and aftercare for adults with drug and mental problems, and community celebrations were organized. Since the project started, the number of arrests and assaults has fallen by 36 per cent and arrests for violent crime by 47 per cent.
V. HEALTHY CITIES PROJECT INITIATIVES IN THE SOUTH
TREVOR HANCOCK, ONE of the architects of the Healthy Cities movement, suggests that the challenge we now face in cities is no longer how to understand links between health, environment and the economy nor to understand the threat to sustainability and viability posed by current understandings of the unsustainable form of economic development currently underway. The challenge the international community now faces is how to put into practice the things we alon the processes of the original Healthy Cities projects as they were first implemented in the North.
The idea for a Healthy Cities project first became explicit in Toronto, Canada in 1984. While Toronto has had a reputation for being a generally well run city with a high level of health, it too began to realize that there were hidden pockets of poverty and poor health existing within the city. A "healthy city", as defined by WHO and the Toronto plan, is: "...one that is continually developing those public policies and creating those physical and social environments which enable its people to mutually support each other in carrying out all functions of life and achieving their full potential" (Healthy Toronto 2000 , 1988 .
The report of the Healthy Toronto 2000 subcommittee constitutes a blueprint for the Department of Public Health in Toronto until the year 2000. Like many Healthy Cities reports, this document has limited information on the actual outcomes of the Healthy Cities plan because, as more implementers are beginning to realize, the Healthy Cities project is a long, on-going process whose success is in part determined by the extent to which it is sustained.
Other major cities in Canada have undertaken Healthy Cities projects. Quebec, Sherbrook and Montreal have been working on Healthy Cities projects since the late 1980s. In Quebec, the Network of Healthy Towns and Villages has been so successful that links have been developed with different countries such as Brazil, Colombia, Mexico and Senegal. Launched in 1987, the Healthy Towns and Villages project in Quebec became one of the earliest Healthy Cities in the Americas. Rouyn-Noranda, notorious as the "most polluted town in Quebec", chose projects which would not provoke lawsuits and were backed by citizens. In her article "The Quebec Network", Dupriez (1996) describes the accomplishments of areas such as Rouyn-Noranda in Quebec which were developed in consultation with concerned citizens, plant management, worker's unions, municipal authorities, members of local public health networks and local group representatives.
Many Healthy Cities projects have also been implemented in the US. The problem Guide to the Literature ready know (Hancock, 1990) . Although most literature on Healthy Cities today is written on the initiatives and accomplishments of cities in Europe and North America, more attention must be given to Healthy Cities initiatives in the South. The South now has most of the world's urban population. In most countries, the expansion in urban population has been more rapid than the expansion in basic infrastructure and services. The urban poor often have to cope with the health hazards not only of inadequate provision for water, sanitation and health care and of poor quality housing but also of the health hazards associated with industrial development.
Few overviews have been written on the development of Healthy Cities programmes in the South. The new book by Werna, Harpham, Blue and Goldstein (1998) , mentioned earlier, helps to fill this gap. There are also various books and papers that have been important in highlighting the scale and nature of the health problems in urban areas in Africa, Asia and Latin America, and in highlighting how a multi-sectoral Healthy Cities approach is needed in addressing them. One of the first books was In the
Box 2: Glasgow Healthy Cities Project
The production of a health plan for Glasgow was one of the conditions of the city's membership of the WHO's European Healthy Cities project which Glasgow joined in 1988. Over the past 15 years, actions to improve health in Glasgow (as in most other cities in Europe and North America) has tended to concentrate on addressing specific diseases such as heart diseases, strokes and cancers. In the past, emphasis was placed on individual responsibility for behaviour leading to and associated with these diseases. Research now suggests that disease-specific action is not a successful method for achieving longer life but, rather, in changing the overall causes of death. These studies have been used to show that, in Glasgow, a disease-specific approach to health inequalities will, in itself, be inadequate in improving the health of those Glaswegians who live in poverty. To improve health, it is now believed that projects must address poverty and the deprivations associated with it, not simply those diseases associated with poverty. One of the particular concerns in Glasgow is that poverty in households with children has increased dramatically since 1982. A wide range of evidence now suggests that, if children suffer from poor health, they do not recover from this in their adult years. It is now believed that the future health of children from the poorest parts of the city is compromised by the unsatisfactory conditions into which they are being born and brought up.
The basic principle of the city health plan is that defining health cannot be done by a single individual or organization. Many factors contribute to health and, therefore, the responsibility of producing health depends on a wide range of individuals and agencies who each have a role in the achievement of good health within a city. The plan includes the development and implementation of the Women's Healthy Policy, pilot projects in a number of communities and the development of local action programmes using lay workers. Many different groups have been involved including international organizations such as the European Commission and WHO, the UK government and employers who have both large and small impacts on the environment through products, jobs and work conditions SOURCES: Black, David (1996) , "Glasgow: working together to make a healthier city" World Health No.1, January-February; also Price, Charles and Agis Tsouros (editors) (1996) Shadow of the City: Community Health and the Urban Poor (Harpham, Lusty and Vaughan, 1988) . Another mid-1980s work stressing the need for a higher priority to addressing poor housing conditions and inadequate basic service provision in cities as a pre-condition for improving health was Tulchin (1986) . This theme was elaborated in The Poor Die Young: Housing and Health in Third World Cities (Hardoy, Cairncross and Satterthwaite, 1990) which stressed the scale of the health burden in cities and included different chapters emphasizing the importance of interventions in water, sanitation, drainage, housing and emergency services in addressing health problems. Spotlight on the Cities: Improving Urban Health In Developing Countries by Tabibzadesh, Rossi-Espagnet and Maxwell (1989) focuses on the health of the urban poor in the South and seeks to alert people to the scale, nature and urgency of the predicament of the poor as well as advocating a shift in health care priorities and strategies. The growing interest in urban health problems was also supported by the Review of Environmental Health Impacts in Developing Country Cities by Bradley and others (1991) .
In addition to the above texts, the January-February 1996 issue of World Health on "Healthy Cities" provides an accessible, although brief, look at various initiatives aimed primarily at promoting Healthy Cities in Africa, Asia, North America, South America, Europe and the United Kingdom. Sarah Atkinson's guide to the literature on "Urban Health in the Third World" in the October 1993 issue of Environment and Urbanization (which was on "Health and Well-being in Cities") is valuable for its inclusion of literature on the range of health problems, environmental issues, social aspects of health, health services and urban policy issues affecting the urban poor. A guide to the literature on "Health Inequalities in Urban Areas" by Alison Todd, in the October 1996 issue of Environment and Urbanization, focuses on health inequalities in urban areas of the South with a few references to the North used to illustrate the global nature of the problem of health inequalities within cities.
While there is more literature on Healthy Cities projects in the North, countries in the South are increasingly taking part in Healthy Cities projects. During the 1990s, Healthy (Stephens and others, 1994) ; Urban Health In Africa (Atkinson and Merkle 1993) ; Our Cities, Our Future (Price and Tsouros editors, 1996) ; Healthy City Projects in Developing Countries (Werna and others, 1998) ; and the 1996 "Healthy Cities" issue of World Health magazine. The literature summarized below focuses on those projects which are already underway and which have included the active involvement of the communities whose health they are meant to affect.
a. Sub-Saharan Africa
There are currently Healthy Cities projects underway in Cameroon, Congo, Côte d'Ivoire, Ghana, Niger, Nigeria, Senegal and Tanzania. In addition to these countries, others such as Uganda, Zambia and Zimbabwe are re-evaluating their approach to urban health.
In Kampala, Uganda, a drainage repair project has been used as an entry point for primary health and community mobilization in an urban "slum". Although not part of the formal Healthy Cities programme, this project has involved some of the key elements of the Healthy Cities concept as outlined by WHO. The project in Kampala involved representatives from different organizations and government sectors. Community meetings were held with zonal chairmen and secretaries to explain the project and select representatives. These were followed up with a series of community seminars and films on health topics. Residents were encouraged to discuss participatory solutions as well as the behavioural changes needed in the city. Some of the lessons learned from the initial stages of the project have been that it takes time to develop trust between the local community and the government authorities. In addition, because land ownership is rarely secure, many people have asked why efforts are wasted on improving sites (Harpham and Tanner, 1995) .
Ly and others (1998) review the achieve-Guide to the Literature ments of "healthy towns and villages" actions in three settlements within Dakar (Senegal), based on particpatory research, and highlight the potential contradictions between the Healthy Cities philosophy and the conventional management culture of local authorities.
b. Eastern Mediterranean
There are currently Healthy Cities projects underway in Cyprus, Egypt, Jordan, Iran, Kuwait, Morocco, Pakistan, Tunisia and the United Arab Emirates. Several Healthy Cities projects are currently underway in Tunisia and these have helped to make neighbourhood committees increasingly confident. One of the major accomplishments is that all urban areas in Tunisia have safe drinking water, with 73 per cent of urban households having household connections. In addition to accessible clean water, social conditions have improved with the most common communicable diseases showing a steady decline. General sanitation is now being improved, primary health care services are being strengthened and most schools have now formed their own health clubs (Giroult, 1996) .
In 1991, Teheran's twentieth municipal district, Kooy-e-Sizda-e-Aban, was formally selected as an experimental area for a Healthy Cities project. To move towards the further development of this project, close links were forged between all relevant local authorities of the district and the city. The city developed a public awareness campaign to encourage actions by the population towards improving health. The project itself sought both to increase health standards and improve services. To help accomplish these goals, the mayor of Teheran donated a building situated in the pilot area to serve as a city health centre. The city then chose a Healthy City High Council to serve as a steering committee with representatives from the ministries of Health and Medical Education. In his article "Teheran: Success in a Suburb", Salmanmanesh (1996) In Cali, the second largest city in Colombia, initiatives to be undertaken by a Healthy Cities project include the extension of public services such as water, gas and electricity, a large programme of housing projects for low-income groups, support to the selfemployed through a small enterprises development programme, the achievement of universal coverage with primary education, and a comprehensive programme to deal with inter-personal violence. Many Cali citizens continued to believe that improving health meant improving hospitals or health centres. However, a former mayor of Cali, during whose term many of the above measures were initiated, suggested in his article "Cali: The Right Priorities" that the people are beginning to acknowledge that more important things need to be done to improve and maintain the health of Cali (Guerrero, 1996) . Some of the solutions employed there have been to draw on support from the private sector and the Catholic church. One of the activities of this movement was the distribution of oral rehydration salts which resulted in a diminution in deaths from diarrhoea and a drop in infant mortality rate from 70 per 1,000 live births in 1983 to 26.2 in 1994 (Guerrero, 1996) . In addition, coverage for immunizations rose to 90 per cent for infants.
d. South-East Asia
There are currently Healthy Cities projects underway in Bangladesh, Nepal, and Thailand. Bangladesh has been host to several Healthy Cities initiatives -including those in Chittagong and Cox's Bazar, as Salma Burton's paper describes (pages 41-52). One important aspect of health in Bangladesh has been the need for improved immunization. In the late 1980s, immunization rates in Bangladesh's urban areas lagged considerably behind those in rural areas and it was recognized that the national immunization plan which had been developed with rural needs in mind had neglected urban needs. USAID agreed to support the strengthening of urban immunization services in 88 municipalities in Bangladesh (since then this number has grown). In order to improve immunization rates, all sectors of urban areas were targeted. The Ministry of Health and Family Welfare and the Ministry of Local Government established a baseline assessment on immunization coverage, as well as developing and implementing an urban focused Expanded Programme on Immunization (EPI) especially for the urban poor. In addition to these studies, the media was used to sponsor awareness. Schools began to incorporate immunization into the curriculum and involve students in the immunization process. One of the main lessons learned from this was that inter-ministerial collaboration is essential and that urban-specific immunization must be further developed ( Harpham and Tanner, 1995) .
e. Western Asia and the Pacific
There are currently Healthy Cities projects underway in China, Malaysia and Viet Nam. There is little literature on the plans and initiatives in this region, however, one article worth noting is "Giving the Public their Say" (Hashim and Hardin, 1996) which outlines the Healthy Cities project now underway in Sarawak, Malaysia. Despite rapid industrialization, economic prosperity and a strong Western influence, the residents of Kuching City, the capital of Sarawak, have been able to preserve their rich social and cultural values. In 1994, WHO invited Kuching City to join the Healthy Cities project. The aims developed by Sarawak's Healthy Cities project were specifically aimed at making improvements in the quality of life and promoting a holistic perspective on health. The views of the citizens were recognized as essential to the development of the Healthy Cities plan. To find out what people wanted, a simple, interview based questionnaire was devised which asked people in the city, as well as people who frequently visited the city, what were the five things they hated most, liked most and wished for most in the city. The findings of the survey were then used to complement the ideas of official policy makers and planners. Some of these findings were surprising for city officials, such as concerns with public transport as well as the need for more parks, opens spaces and strategic locations for shopping malls.
VI. THE EVALUATION OF HEALTHY CITIES PROGRAMMES AND NETWORKS
HEALTHY CITIES PROJECTS have now evolved from a specific approach to public health to an integrated approach to urban management which has broader/ longer-term impacts on health. This section considers the, as yet, rather limited body of literature on evaluation of the Healthy Cities concept and specific Healthy Cities projects. A paper on "The 'Healthy' City: Expertise and the Regulation of Space" (Petersen, 1996) provides an interesting critique of the Healthy Cities concept as a whole. Petersen critically examines the "healthy" city as it has been articulated in health promotion literature, policy documents and programme evaluations of the WHO Healthy Cities project. He puts forward the idea that Healthy Cities projects suggest the international community's acceptance of the modernist belief in the power of science and in rational administrative solutions to problems. Petersen argues that the concept of Healthy Cities and its continued use with the "new public health" reinforces professional dominance and the "...search for technical-rational solutions to Guide to the Literature complex socio-political problems." However, it is worth noting that the whole basis on which the concept of Healthy Cities was developed sought to draw more on the knowledge, experience and capacities for action of citizens and their community organizations in addressing health problems. Ly and others (1998) , noted earlier, also have an interesting discussion about what constrains and enhances Healthy Cities type interventions.
The methods used for evaluating Healthy Cities projects are also being questioned, especially in light of the increased number of projects being implemented in the South. Most established methods for evaluation come from Europe and North America. One such method, presented in the document "An Instrument for Evaluating Healthy Communities Projects in Quebec" (Fortin and others, 1992) , proposes a Healthy Cities project evaluation based on studies of the Quebec Healthy Cities movement Villes et Villages en Santé. This proposal suggests three major components for evaluation. First, the group recommends drawing up a summary diagram with a checklist that outlines the items to be considered in analyzing the municipal health community project. This tool is intended to help in the assessment of the project's progress. Secondly, in order to evaluate the progress of a local project or analyze the municipal environment in an area that wishes to start a project, the Laval group proposes an examination of the initial creation of the project such as the time it was created and the environment in which it was created. Lastly, the formulation or definition of the project's purpose must be understood. This method has been drawn up with an understanding that it is not a blueprint formula for evaluation but, rather, a guide for asking questions which will foster an understanding of local political dynamics.
One of the current debates surrounding the evaluation of Healthy Cities is the use of process versus impact indicators. Process indicators represent the array of activities displayed by the project as well as the project's interaction with the community. Impact, or "outcome", indicators include changes in morbidity, mortality, nutritional status or fertility. A paper on "The Evaluation of Healthy City Projects in Developing Countries" (Werna and Harpham, 1995) addresses the indicator debate and presents the four main arguments surrounding the evaluation of Healthy Cities projects. Currently, the four main proposals for the use of indicators in evaluating Healthy Cities projects are:
• the sole use of process indicators;
• the primary use of process indicators supplemented by a few impact indicators; • parallel use of both types of indicators; and • the sole use of impact indicators. Werna and Harpham (1995) conclude that, as Healthy Cities projects move into the twenty-first century, evaluation based on process rather than on impact indicators will become increasingly important in the success of the movement.
